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Introduction
There is a wealth of evidence demonstrating the vulnerability of young people in out-of-home care (e.g., Ford, Vostanis, Meltzer, & Goodman, 2007) . They are at substantially elevated risk of a range of mental health difficulties, including posttraumatic stress disorder, conduct problems, and attachment difficulties, as well as associated indices of poor functioning, including poor school attainment and, later, higher rates of unemployment, homelessness and contact with the criminal justice system (e.g., Courtney & Dworsky, 2006; Department of Education, 2016; Ford et al., 2007; Jones & Morris, 2012) . Such outcomes are perhaps unsurprising considering childhood maltreatment is a primary risk factor for the development of psychopathology (Keyes et al., 2012) . While we know that mental health outcomes for this group can be poor, what is less clear is how these issues develop over time, once they have been removed from their home and may be putatively considered "post-maltreatment". Such information is important for understanding what may be typical for these young people and where intervention timing could be most effective.
In the UK, the most common reason for being removed from the biological home and placed in care is the experience of significant 2013 (to allow for 5-years to have passed). Of these, 10 had no recorded SDQs and thus were not included in the analysis, leaving a final sample of 207. To enable the exploration of longer-term trajectories, the sample necessarily does not include those young people who enter care for a short period of time and returned to their biological home or those who were ultimately adopted, but rather focuses on those young people who enter care and stay within the care system for an extended period of time. Overall, the amount of time a child may be in the care system varies widely, from those placed in short-term, voluntary or respite care, to those on courtordered care orders who may spend much of their childhood and adolescents in care. Taking all of this significant variation in to account, the average amount of time that looked after children remain in care is approximately 2-2.5 years (Department of Education, 2016) . As the group in the current study had to be in care for at least five consecutive years, they are considered to be in long-term out-of-home care. Further comments on this inclusion criteria can be found in the Discussion. The young people in this study had entered care between birth and 14 years of age (M = 7.26 years, SD = 3.23). At the time of data extraction they were aged 4-18 years old (M = 13.24 years, SD = 3.28). Fifty-two percent were male and 48% female; 79% were registered as Caucasian, 14% as mixed-race, 6% as Black, and 1.5% as Asian ethnicity. At the time of data extraction 76% were in foster care, 14% were in a kinship placement (i.e., living with a relative), 7% were in a residential care facility, and 3% were in some other form of care (usually older adolescents -e.g., supported living).
Data extraction and measures
All data were extracted from electronic service records by the lead author (the service now runs a paperless system so all files are centrally located as electronic files). Non-identifiable case numbers were provided for all young people in care at the time of data extraction, along with the year that they entered care. This allowed us to work backwards to identify young people who had been in long-term care, based on the date of entry. Of this list, the electronic service files were accessed for young people who had entered care between 2006 and 2013.
Within the case files SDQs were either presented as scanned copies of the original document or had been entered by a service administrative or team manager/coordinator. Where scanned originals were available they were extracted, to minimise the chance of potential errors at the point of data entry. All SDQs from pre-2013 were scanned originals, as the electronic system was introduced in this year. For a random 10% of the sample, where an original scanned SDQ and a service-entered SDQ was available, we assessed for accuracy of the service-entered data, with agreement at over 99.5% across all subscales. The data extracted by the lead research were entered into an excel document and a second researcher then quality checked a random 25% of the extracted data against the original service records, to ensure accuracy of this process. Agreement was over 99%, with only minor discrepancies noted.
Mental health
Emotional and behavioural difficulties were measured via carer-report on the Strengths and Difficulties Questionnaire (SDQ; Goodman, 1997) . The SDQ is an oft-used and widely validated measure of internalising and externalising problems. Internalising is indexed via (i) emotion problems and (ii) peer problems, while externalising is indexed via (iii) conduct problems and (iv) hyperactivity. Each subscale is comprised of five-items, assessed on a 0 = not true to 2 = certainly true scale, meaning subscale total scores range from 0 to 10. All subscales had adequate internal consistency (Cronbach's α all > 0.74).
Functional impact
Along with the subscales measuring internalising and externalising problems, the SDQ also provides a brief measure of the functional impact of the young person's general psychological profile, across five domains: (i) home life, (ii) friendships, (iii) school, (iv) leisure time, and the (v) burden on the family. Each is rated on a four point scale from (0) Not at all to (3) A great deal.
SDQ timing and missing data
Within local authorities in the UK the carer-report SDQ forms part of the young person's yearly health check. SDQ data were extracted, where available, for each of the first five years. Year 1 (Y1; i.e., the first year in care) was any SDQ available within the first 12 months from when they entered care. The final year, Year 5 (Y5) was any SDQ available from between 48-60 months from when they entered care. As is typical with service-data, there can be large amounts of missing data, where forms were either not returned or not logged on the young person's file. In the current sample SDQ data were available for 44% of the sample within their first year (Y1), 55% within the second year (Y2), 76% within the third year (Y3) and 71% within years four (Y4) and five (Y5). Most young people (86%) had at least two SDQs completed over the five years; 34% had three SDQs available, 25% had four, and only 16% had an SDQ completed for each of the first five years they were in care (see Data Analysis section for more detail on missing data).
Service data
Service data were extracted on basic risk factors that may characterise a young person upon entering care and for markers of instability and risk once in care. The sex of the child and age of removal to care were collected as indicators of risk when the child enters care. Reasons for removal was extracted as an apriori indicator of risk, but this information was ultimately only used as descriptive information, due to concerns about the inconsistency of reporting, particularly for young people who entered care in earlier years, where less robust background information was often available. Data on reason for removal were extracted from court reports, service chronologies and police reports. These were coded as present/absent for reports of (i) sexual abuse, (ii) physical abuse, (iii) neglect (including parental mental health problems or drug and alcohol abuse), and (iv) witnessing domestic violence. Emotional abuse was also considered apriori but was inconsistently and infrequently captured in reports and thus not collected.
Data were also extracted for indices of instability once in care and included contact with siblings, and total number of placement providers, as an index of placement moves and carer inconsistency. Contact with siblings was coded as (0) separated from all siblings or (1) together, which captured young people who lived in care with at least one sibling. Number of placement providers were the total number of individual placement providers over the first five years in care, no matter the length of the placement (including respite care or temporary placement providers). Each placement provider was counted once, regardless of how many times they had provided care for the young person over the five years.
Data analytic plan
SDQ data were considered missing completely at random. The only predictor of the number of SDQs completed was the age that they entered care (r = 0.16, p = .02), with an association between being removed at an older age and having more SDQs completed. This was unsurprising, as the service uses the SDQ for 4-17 year olds. Markers of potential instability or problems were not significantly associated with the young person having more SDQs completed (i.e., they were not completed more regularly for more "problematic" children; p > .18). As the age of removal was not included in the group based trajectory analysis, the missing data mechanisms was considered Missing Completely at Random (MCAR).
Group based trajectory analyses were performed in MPlus version 8 (Muthén & Muthén, 1998) . We used growth mixture modelling (GMM) to identify clusters of individuals with similar patterns across development. Trajectory modelling was done for each problem subscale of the SDQ (emotional, peer, conduct, hyperactivity). This analysis accounts for missing data under the Missing Completely at Random assumption using the Maximum Likelihood Robust (MLR) estimator (Enders & Bandalos, 2001) . Intercept, linear and quadratic models were explored, with the most parsimonious model selected based on the Bayesian Information Criterion (BIC) and Akaike Information Criterion (AIC), with lower values indicating more model parsimony. Where BIC was lower but AIC was not (or visa-versa) , the Vuong-Lo-Mendell-Rubin (VLMR) Likelihood Ration Test (LRT) and the Lo-Mendell-Ruben (LMR) adjusted LRT was consulted to determine whether the additional class significantly improved the model fit over the next lowest class. Entropy and classification probability scores were used as a measure of classification accuracy, with scores closer to 1 representing better classification accuracy. Higher model entropy was preferred, but this was not a model choice criterion. Time was coded from 0 to 1 within the model, with the first timepoint being 0, the second 0.25, the third 0.5, the fourth 0.75 and the fifth 1.0. As there was variability in the children's actual ages when these measurements were taken, only the relative difference between the measurement timepoints was modelled. That is, we are looking at how SDQ scores changed across years in care. As each subscale can be considered a number of symptoms and many of the total subscale scores were positively skewed, we used GMM for count outcomes with a negative binomial model, with 100 random starts. The variances were fixed as equal across the differing classes and the covariances were set to zero (as well as the slope and quadratic variances).
The initial models only allowed variation between the classes at the intercept level. We began by evaluating a single class in each instance to ensure a single class was not the best fit. Additional classes were added until model fit criteria universally agreed a poorer fit. The model was then allowed to vary on intercept and linear differences, following the same procedure. Finally, we allowed intercept, linear and quadratic variation between the classes. At most, a five class solution was evaluated. The most parsimonious model for each of the SDQ subscales was further evaluated (see the Supplementary material for fit indices for all models evaluated). All figures of the final model were retained and modified within Mplus. Figures of individual trajectories for each individual around a best fit trajectory for each class can be found in the supplementary materials.
Next, we used multinomial logistic regressions to explore whether service-data variables (sex, age of removal, placement providers, sibling-living arrangement) predicted trajectory membership. Covariates were added in a single step, with one model including risk/static factors (sex, age of removal) and the other model including markers of instability once in care (number of placement providers, sibling-living arrangement).
Results

Descriptive information
Maltreatment experience
Young people had been placed in care between birth and 16 years of age, with the average age of removal being 7.27 years old (SD = 3.26). Most (79%) had been removed for multiple reported reasons, with reports for 91% naming neglect (generally referring to physical neglect), 53% reporting exposure to domestic violence, 45% physical abuse, and 20% sexual abuse (or strongly suspected sexual abuse).
Indicators of instability in care
From service records, young people had between one and 12 placement providers over their first five years in care (M = 3.33, SD = 2.43). Disrupted contact with siblings was also the norm. At the time of data extraction, 50% lived separately from all siblings and 40% lived with at least one sibling. Ten percent had no siblings or only adult siblings.
Emotional and behavioural difficulties
Overall mental health
The number of young people to score in the normal, borderline or abnormal range on the SDQ is presented in Table 1 . At each of the five time points, approximately 30% of young people scored in the borderline to abnormal range for emotional problems, 50-60% scored in the borderline to abnormal range for peer problems, 50-65% scored in this range for conduct problems, and 45-55% scored in this range for hyperactivity.
Functional impact
Average ratings across each impairment over the five years are presented in Table 2 . Over the first five years, carers rated the young person's overall emotional and/or behavioural difficulties as having a moderate to severe impact on home life for 26-35%, mild impact for 32-44%, and no impact for 30-39%. The impact on the young person's friendships were rated as moderate to severe for 33-42% of the sample and mild for 21-27%, while for 37-40% of the sample there was no apparent impact. In relation to impact on classroom learning, their emotional and/or behavioural difficulties were rated as having a moderate to severe impact for 40-53% of the sample and a mild impact for 19-24%, while 26-39% were rated as no impact. The young person's leisure time was considered moderately to severely impacted for 20-32%, mildly impacted for 24-31%, while for 39-49% carers reported that there was no impact on leisure time. Finally, the general burden on the family of the young person's emotional and/or behavioural difficulties were rated moderate to severe for 25-37%, mild for 21-37%, while for 32-41% carers reported that there was no impact on family life. Note. SDQ scores for each subscale range from 0 to 10. Note. Scores range from 0 = not at all to 3 = a great deal. Many young people would have moved to different placements over the five years, so ratings are not necessarily completed by the same carer at each time point.
3.3. Symptom trajectories 3.3.1. Emotional problems A four class linear model was the best fit for the emotion problems subscale ( Fig. 1 ; Entropy = 0.63; average probability of class membership = 0.72-0.86). By Y5 approximately 35% of the young people were on a trajectory that was in the abnormal range for emotional problems. Class 1 (36.1%) was a borderline-normal trajectory, where symptoms improved slightly from the borderline range to mildly-elevated but normal range across the five years (slope: Estimate = −0.47, SE = 0.19, p = .01). Class 2 (28.5%) was a resilient trajectory, where symptoms were rated in the normal range across the full five years and continued to improve (i.e., decrease) across this time (slope: Estimate = −1.82, SE = 0.40, p < .001). Class 3 (19.7%) was the chronic symptom trajectory, where symptoms remained in the abnormal range across the five years (slope: Estimate = 0.13, SE = 0.14, p = .36). Finally, Class 4 (15.7%) was a latent trajectory, where problems were rated in the normal range in Y1-Y3, then significantly increased to the abnormal range (slope: Estimate = 1.72, SE = 0.32, p < .001).
Peer problems
A three class linear model was the best fit for peer problems ( Fig. 2 ; Entropy = 0.72, average probability of class membership = .74-.91). Class 1 (12.5%) was a resilient trajectory, where there were almost no carer-rated peer problems across the five years (slope: Estimate = −2.92, SE = 2.03, p = .15). Class 2 (34.2%) was a trajectory where symptoms remained mildly-elevated across the five years (slope: Estimate = −0.35, SE = 0.26, p = .17). Finally, Class 3 (53.3%) was a chronic profile, where symptoms remained in the abnormal range across the five years, becoming progressively worse (slope: Estimate = 0.24, SE = 0.08, p = .004).
Conduct problems
A three class linear profile was also the best fit for conduct problems ( Fig. 3 ; Entropy = 0.70, average probability of class 
Hyperactivity
A three class intercept model was the best fit for hyperactivity ( Fig. 4 ; Entropy = 0.73, average probability of class membership = 0.79-0.93). In this case, Class 1 (32.9%) was the trajectory where symptoms were in the mildly-elevated range, just below what would be considered borderline. Class 2 (10.1%) was the resilient class, where symptoms were low across the five years. Class 3 (57.0%) was the chronic trajectory, which was again the largest class, where symptoms remained elevated across the five years.
3.4. Sex of child, age of removal, instability in care and trajectory membership Bivariate correlations between risk factors (sex, age of removal), markers of instability in care (placement providers, sibling living arrangements) and SDQ subscale total scores are presented in Table 3 . Results of the multinomial regressions for predictors of trajectory membership are presented in Table 4 . For all analyses the chronic trajectory was the base outcome, as this was generally the largest trajectory class.
There was little evidence that the sex of the child might predict increased likelihood of being on a certain trajectory. The only exception to this was for emotional problems, where being on the resilient rather than chronic trajectory, predicted increased likelihood that the child was a boy. Seventy-percent of young people on the resilient trajectory (i.e., almost no symptoms) were boys (n = 44), while on the chronic trajectory the sex-divide was more evenly split (boys: 45%, n = 17; girls: 55%, n = 21). There was some, albeit inconsistent, evidence that earlier age of removal was associated with increased likelihood of being on a low symptom trajectory v chronic trajectory for internalising problems. For peer problems, age of removal significantly differentiated the chronic v resilient trajectory, with those on the chronic trajectory removed an average of 1.5 years later (M = 7.52 years old, SD = 3.20) than those on the resilient trajectory (M = 5.97 years old, SD = 3.55). For emotional problems, age of removal also significantly differentiated membership on the chronic (M = 8.06 years old, SD = 3.42) v borderline (M = 6.59 years old, SD = 3.32) symptom trajectory, but not the resilient (M = 7.23 years old, SD = 3.04) or latent trajectories (M = 8.25 years old, SD = 2.69). Age of removal was not significantly associated with trajectory membership for either conduct problems or hyperactivity (i.e., the two externalising subscales).
Across all subscales, the number of placement providers significantly predicted likelihood of trajectory membership. However, while there was some evidence that living separated (v together) from siblings was associated with higher internalising and externalising problems in Y5 (see Table 3 ), within the regression model, that included placement providers, there was no evidence that whether or not the young person lived with or without siblings was a significant predictor of trajectory membership (Table 4) .
For emotion problems and hyperactivity, a lower number of placement providers significantly predicted increased likelihood of being on the resilient v chronic trajectory. For emotional problems the average number of placement providers on the chronic trajectory was M = 4.03 (SD = 2.90), versus M = 2.70 (SD = 1.80) on the resilient trajectory. For hyperactivity, young people on the chronic trajectory had an average of M = 3.80 placement providers over the five years (SD = 2.57) versus M = 1.95 (SD = 1.05) placement providers on the resilient trajectory. For conduct problems and peer problems the lower number of placement providers over the five-years was significantly associated with increased likelihood of being on either the resilient or mildly-elevated v chronic trajectory (Peer problems: chronic trajectory, M = 3.97, SD = 2.76; mildly-elevated, M = 2.81, SD = 1.78; resilient: M = 2.12, SD = 1.47; Conduct problems: chronic trajectory, M = 3.97, SD = 2.76; mildly-elevated, M = 2.81, SD = 1.78; resilient, M = 2.12, SD = 1.47).
Discussion
The primary aim of this service-data study was to explore the emotional and behavioural symptom profiles for the first five years that a young person is in long-term out-of-home-care. Emotional and behavioural difficulties were explored across four domains: (i) emotional problems, (ii) peer problems, (iii) conduct problems, and (iv) hyperactivity. As is typical of this group, around 30-65% of the sample presented with elevated emotional and behavioural difficulties across the five years and across many domains. Problems were particularly elevated in those domains that may be considered more readily observable to the carer (peer problems, conduct problems, hyperactivity ; Cantwell, Lewinsohn, Rohde, & Seeley, 1997) . Trajectory classes showed a significant proportions of young people remained on chronically-elevated trajectories across their first five years in care, with little evidence of a group where elevated symptoms significantly improved over this time. 
Emotional and behavioural symptom trajectories
The sample were removed, on average, after 7-years of age, meaning most had potentially been exposed to years of trauma and maltreatment, prior to moving to out-of-home care. Overwhelmingly, trajectories demonstrate the presence of the chronic mentalhealth needs in this group. Indeed, in the case of emotional and peer problems, symptom severity on the chronically elevated trajectory only worsened. This is perhaps unsurprising given many of the sample would have been approaching adolescence, where we would expect an increase in mental health difficulties (e.g., Costello, Mustillo, Erkanli, Keeler, & Angold, 2003) . However, we may also expect symptoms to naturally worsen when left untreated or inadequately treated, particularly in a sample where most have experienced abuse and/or neglect. From the service records we were unable to obtain appropriately robust information about mental health services that may have been accessed by the young people in this sample. It is likely that at least some of the young people on the chronic mental health trajectory would have accessed mental health services at some point. However, that they remained on the chronic trajectory, suggests any intervention did not adequately address their significant mental health needs. That approximately half of the sample had difficulties that were abnormally-elevated from the first year they entered care, right through to the fifth year in care, demonstrates the need for more timely and intensive psychological support. Future research may usefully explore mental health service provisions for this group, while there is also a need to improve the evidence-base for the effectiveness of psychological interventions, given complex comorbidities are the norm (Ford et al., 2007) . Regardless of what services may or may not have been accessed, this data clearly demonstrates that the mental health needs of many of these young people are not being adequately met.
Overall, we found little evidence to support a trajectory where young people in the apparent "normal" range ended with symptoms in an "abnormal" range, at least over the first five years. The exception to this was for general emotional problems, where 16% of the sample presented on a latent trajectory, where by Y5 previously low symptoms had risen to an abnormal range. For these young people, based on their trajectory, intervention within the first 3 years in care may have acted to prevent the development of clinically-elevated problems. Unfortunately, our preliminary investigation of basic predictors of trajectory membership were unable to identify which young people may be more likely to be on a latent or chronic symptom trajectory (based on sex and age of removal). We also cannot rule-out that some of the young people on the resilient or mildly-elevated trajectories may develop clinically-elevated symptom profiles after the first five years; something not captured in the current data. Indeed, mildly-elevated or borderline symptoms, if left untreated or inadequately supported, are potentially likely to develop in to clinical-level symptoms, given the risk factors associated with the experience of child maltreatment (Keyes et al., 2012) . Finally, it is important to note that 10-15% of young people, across the four domains, were particularly resilient to their earlier experiences. That is, they presented with almost no internalising and externalising difficulties across the five years, at least based on carer report, despite their early adverse experiences. A further one-third of the sample presented with mildly-elevated difficulties, within or just below, the borderline-problematic range of symptoms. Given that most of these children would have likely experienced significant early abuse or neglect, often at the hands of a caregiver, these young people in the mildly-elevated classes may also be considered quite resilient, at least over the five years captured in this study.
Predictors of trajectory membership
Due to the reliance on service data we were only able to explore basic predictors of trajectory membership. We found limited evidence that the sex of the child predicted trajectory membership, or indeed that sex was associated with symptoms at any one timepoint. Thus, in the current sample, boys and girls in care were at similar risk for having emotional and/or behavioural difficulties. Findings were mixed regarding age of removal. Later age of removal was associated with more severe psychological problems by the young person's fifth year in care. However, these findings were again not robust, with little evidence of an association between age of removal and emotional or behaviours difficulties in Years 2-4 and age of removal only significantly differentiating chronic v resilient trajectory membership for peer problems. Of course, it would be useful for services to have basic markers of risk or resilience when young people enter care, such as whether specific types of experiences place a child at greater risk of poor outcomes. However, there are typically many reasons why some young people in care develop significant mental health difficulties, while others appear relatively resilient. All forms of child abuse and neglect have been associated with poorer mental health, physical health and functional outcomes in childhood and adulthood (e.g., Edwards, Holden, Felitti, & Anda, 2003; English, Graham, Litrownik, Everson, & Bangdiwala, 2005; Hamilton, Falshaw, & Browne, 2002; Norman et al., 2012) . Unpacking the impact of specific types of abuse or neglect, along with factors around the relationship to the perpetrator, number of perpetrators and timing of abuse, remain important areas of exploration. Clinically, however, services would rarely have this detailed level of information when a young person first enters care.
The most consistent finding was the association between the number placement providers and trajectory membership. As expected, a higher number of placement providers was significantly associated with increased likelihood of being on the chronic trajectory, across all four subscales (emotional, peer, conduct, hyperactivity) . This finding supports previous research showing an association between placement breakdown and higher child mental health problems (e.g., Newton et al., 2000) . This relationship is likely cyclical -more problematic behaviour can make the young person more difficult for the carer to manage, potentially increasing the risk of placement breakdown, while placement breakdown further removes sources of potential social support and may serve to entrench beliefs around the child's sense of worthlessness, vulnerability and/or sense of instability (Newton et al., 2000) . More broadly, instability in living arrangements has been associated with a range of poor outcomes in at-risk adolescents, even above the risk from experiencing maltreatment (Herrenkohl, Herrenkohl, & Egolf, 2003) . If it is the case that services are waiting for young people to be in stable placements before providing therapeutic support, our findings suggest that those in most need of support may then be most likely to miss out, given those with more chronic emotional and/or behavioural difficulties, which exist from their first year in care, are potentially more likely to be in unstable placements.
While it was outside the scope of this service-data study to explore broader predictors either of the elevated trajectories or resilient trajectories, this remains a crucial area for future investigation. Research has provided some empirical evidence into mechanisms that may lead a maltreated child to develop mental health outcomes, or to be relatively resilient. For example, social support, either via family or peers, is one factor that has been identified as a predictor of both poor mental health outcomes and resilience in young people exposed to trauma or who may be considered at-risk (e.g., to violence exposure; Bender & Lösel, 1997; Eisman, Stoddard, Heinze, Caldwell, & Zimmerman, 2015; Trickey et al., 2012) . The role of social support in the complex social care system, where support options can be limited or inconsistent, remains less well established. Cognitive processes, such as appraisals (e.g., "I am to blame"; "The world is unsafe") and memory quality are also considered risk factors for poor outcomes, with recent work suggesting that over-general autobiographical memory may be one candidate for explaining the psychological vulnerability of maltreated children (McCrory et al., 2017) , with this process long implicated in broader child psychopathology (for review see Hitchcock et al., 2014) . Coping strategies, such as avoidance or thought suppression may also be important. Avoidant coping has been associated with lower externalising problems (i.e., more resilient outcomes) in boys living in high-risk environments (Grant et al., 2000) . However, while such coping strategies may make the child appear resilient in the shorter-term, they are widely considered to be associated with poorer mental health outcomes in the longer term. Thus, rather than being a predictor of resilience, avoidant coping may indeed be a candidate for later vulnerability. The role of risk and protective factors for either poor or resilient psychological outcomes is complex and far more research is needed to understand these pathways.
Limitations
Findings should be considered in light of study limitations, particularly stemming from the reliance on service data. First, service data was extrapolated from a single local authority so findings may not be generalised to other local authorities. That said, available national statistics across English local authorities have shown a similar proportion of young people present with mental health problems in any given year as to what was found in the current study (i.e., that up to 50% of children in out-of-home care present with psychiatric problems; see reports, Department of Education, 2016; Meltzer, Gatward, Corbin, Goodman, & Ford, 2002) . Key sample (demographic) statistics also reflected national statistics (Department of Education, 2016). Our data extends on national statistics, by showing that for this group of young people (i.e., those in long-term out-of-home care), the needs are present from the first year they enter care and only become worse. Nevertheless, replication across other sites would be useful, particularly as access to mental health services, and other types of services, may differ between local authorities. The reliance on service data also meant there were large amounts of missing data, and while we used statistical methods to account for this missing data, replication is needed. Second, as the study relied on secondary service data there may be some measurement error. Where possible, data were extrapolated from scanned versions of the paper-copy SDQ (i.e., from the original source of data), but there were also cases where data had been entered by the service administrative team, while information around number of placements, age of removal and sibling livingarrangements, relied on the service to have accurately entered said data. Next, to allow us to explore mental health over a relatively long time-lapse (i.e., five years), we could necessarily only focus on young people who entered the care system and stayed in the care system. In any given year many young people will enter the care system for a short-period of time, such as for voluntary respite or because of court-ordered decisions. Findings cannot necessarily be generalised to young people who enter the care system for shorter amounts of time. They can also not necessarily be generalised to children who have experienced maltreatment but remain in their home. While the purpose of this study was to specifically focus on the needs of those young people who stay within the care system longer-term and are thus consistently under the care of the local authority, it may be the case that this group (versus those in shorter or respite care) have been exposed to more significant early maltreatment, and we may therefore expect them to be at higher risk of developing emotional and behavioural problems. Next, SDQ data was provided by the young person's carer, who in some cases may have only known the young person for a short amount of time. It is likely, over the five years, that a number of different carers may have completed the SDQ for a single child, as they move between homes. This may particularly impact reporting on the emotional problems scale, which reflects items that are primarily about internal states. Ideally, clinical-data should be derived from multiplesources, including from young person-report. Finally, in relation to the statistical analyses, it is also worth noting that using either AIC and BIC for model selection each have their strengths and limitations (see Vrieze, 2012) . To determine the best fit we drew on both the AIC and BIC, and where necessary, Likelihood Ratio Tests to determine if additional classes improved the model.
Summary
In sum, the trajectories of young people in care highlight the unmet mental health needs of this group. That half of all of the sample had internalising and externalising problems within an "abnormal" range from the first year they entered care, shows the need for more timely and intensive psychological support for this group. Without such support, findings show that this group are likely to continue to face ongoing instability and placement moves, as their mental health needs only become more severe and entrenched.
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